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Slowing the Epidemic of Tobacco Use Among Asian Americans 
and Pacific Islanders

| Rod Lew, MPH, and Sora Park Tanjasiri, DrPH, MPHData on tobacco use among
the Asian American/Pacific Is-
lander (AAPI) population re-
main limited, although existing
studies indicate that tobacco
use prevalence among males
from specific AAPI groups is
significantly higher than in the
general US male population. 

This high prevalence of to-
bacco use and the disparities
in use result from social
norms, targeted marketing by
the tobacco industry, lack of
culturally and linguistically tai-
lored prevention and control
programs, and limited impact
of mainstream tobacco control
programs for AAPIs.

We review the available lit-
erature on tobacco use among
AAPI men and women, high-
light a national agenda that
promotes tobacco prevention
and control for AAPI communi-
ties, and acknowledge recent
trends including the increase
of tobacco use among AAPI
women and girls. (Am J Public
Health. 2003;93:764–768)

THIS MILLENNIUM HAS BEGUN
with an increase in discussions
on health disparities as a public
health priority. Certainly, one
cannot discuss health disparities
without addressing the tremen-
dous impact of tobacco use on
communities of color and other
populations. And yet, despite
the tobacco settlement and re-
cent funding opportunities for
these populations, tobacco use
among Asian Americans and
Pacific Islanders (AAPIs) contin-
ues to be a growing public
health challenge. Particularly
among certain ethnic groups of
AAPI men, significantly high to-
bacco use prevalence rates are
resulting in increased rates of
lung cancer and other tobacco-
related diseases.1

AAPIs represent the fastest
growing racial group in the
United States, numbering 11.9
million (alone or in combination
with one or more other races)
and constituting 4% of the popu-
lation in 2000,2 and Pacific is-
landers numbering 874000, or
0.3% of the population.3 AAPIs,
however, are a heterogeneous
group composed of more than
50 diverse ethnic and language
subgroups. Geographically,
AAPIs reside in all 50 US states
as well as 6 Pacific island juris-
dictions spanning more than 12
time zones. This diversity is
also seen in terms of disparate
poverty rates, educational lev-
els, and other socioeconomic
characteristics.4 For instance,
whereas an average of about
14% of Asians lived in poverty,

the rates were much higher for
Hmong (64%), Cambodians
(43%), and Laotians (35%).5 The
aggregation of data across these
diverse AAPI populations has led
to the “model minority myth”—
the assumption that AAPIs are
healthier than other racial/ethnic
populations.1 Unfortunately,
there is still very limited pub-
lished information on tobacco
use among AAPIs, particularly
in terms of data disaggregated
according to specific AAPI sub-
groups.

DOCUMENTING TOBACCO
USE AMONG AAPIS

In the United States, documen-
tation of national smoking preva-
lence rates among AAPIs has
been hampered by the lack of
adequate sample sizes both in
surveys conducted via the Be-
havioral Risk Factor Surveillance
System and in the National
Health Interview Survey.6 In ad-
dition, these surveys have been
conducted in English, producing
AAPI samples that are more
highly acculturated than actual
AAPI populations. Moreover,
though selected surveys (e.g., the
National Household Survey on
Drug Abuse7) have started to
identify some of the major AAPI
subgroups, disaggregation of na-
tional tobacco use data by AAPI
ethnic groups still is not routinely
performed.8

Lack of good data has been a
major barrier in documenting
and addressing tobacco use
among AAPIs. Results of local

studies as well as observational
findings have shown that tobacco
is a significant problem in many
of our AAPI populations. Yet,
only limited published data are
available to support or explain
the problem.9

During the past decade, how-
ever, researchers have slowly
begun to address this major gap
in data on AAPI tobacco use,
prevention, and control. In 1990,
a Medline (http://www.ncbi.nlm.
nih.gov/entrez/query.fcgi) search
of the keywords “Asian Ameri-
cans” and “tobacco” revealed
only 10 citations. In July 2002, a
Medline search produced 47 ci-
tations involving the keywords
“Asian Americans and tobacco”
and 13 citations for “Pacific Is-
landers and tobacco.” 

In addition, the number of to-
bacco use prevalence studies fo-
cusing on specific AAPI sub-
groups and involving the use of
appropriate languages has in-
creased, most involving Viet-
namese Americans. Few studies,
however, published or unpub-
lished, have focused on tobacco
use among South Asian or Pacific
Islander groups. 

Table 1 displays published eth-
nicity- and sex-specific data on
smoking among AAPIs derived
from studies conducted in the ap-
propriate language or languages.
The results reveal high rates of
smoking among male members
of specific AAPI subgroups. In-
terestingly, although these data
have been produced by different
local and statewide studies, there
are close parallels in terms of



May 2003, Vol 93, No. 5 | American Journal of Public Health Lew and Tanjasiri | Peer Reviewed | Men’s Health Forum | 765

 MEN’S HEALTH FORUM 

TABLE 1—Percentages of Current Adult Smokers, by Sex: Selected
Asian American/Pacific Islander Populations

Men, % Women, % Location

Cambodian Americans

198510 70.7 12.9 San Diego County, California

198911 32.8 . . . Washington State

199512 38.8 21.5 Franklin County, Ohio

Chinese Americans

1989–199013 28.1 1.2 Oakland Chinatown

20006 33.6 2.1 Chicago Chinatown

Chinese–Vietnamese:

198510 54.5 1.7 San Diego County, California

Hmong Americans:

198510 26.0 1.7 San Diego County, California

Korean Americans:

198914 38.5 . . . Los Angeles, California

1994–199515 38.7 6.0 Alameda County, California

199816 31.0 6.9 Chicago, Illinois

Laotian Americans

198717 72.0 . . .

198911 51.2 . . . Washington State

199512 48.2 10.8 Franklin County, Ohio

South Asians:

2001a 26.0 . . . New York City

Vietnamese Americans

198510 64.7 0.0 San Diego County, California

198718 56.0 9.0 Oakland, San Francisco

198919 39.1 2.3 San Francisco Bay Area, Los Angeles

198911 41.7 . . . Washington State

199120 34.7 0.4 California

199421 43.2 . . . Massachusetts

199512 43.3 9.3 Franklin County, Ohio

Native Hawaiians:

199022 42.0 34.0 Hawaii

American Samoans:

198923 50.0 14.0 American Samoa

Chuukese:

198523 53.0 11.0 Weno, Chuuk

Palauan:

1995b24 58.3 67.2 Palau

aFrom unpublished data, but represents only known data on South Asians.
bOnly reported use of tobacco with betel nut.

prevalence rates within specific
groups (e.g., Korean American
men and women). 

Although smoking continues
to be a behavior more commonly
found among AAPI men, several
caveats to this sex difference

should be discussed. Among
Asian Americans, for example,
available data show marked sex
differences in smoking rates, but
these differences are generally
observed among foreign-born
adults. In addition, Wewers and

colleagues conducted cotinine
verification tests among their re-
spondents and found frequent
underreporting of smoking be-
havior, particularly in the case of
AAPI women.25 While smoking
prevalence rates may be signifi-
cantly lower among AAPI
women than men, studies have
shown that this is not true for
certain groups, such as Native
Hawaiians22 and Cambodian
Americans in Ohio.25 Moreover,
Palauan women’s use of other
forms of tobacco, specifically
chewing tobacco mixed with
betel nut, has actually been re-
ported to be higher than that of
Palauan men.24

Tobacco use data for other
adult Pacific Islanders have been
limited with the exception of a
few Pacific Island jurisdictions.23

Researchers have collected
smoking data among Native
Hawaiians (in the state of
Hawaii),26 Pacific Islanders (in
Guam),27 and Asian American
ethnic groups (in Pennsylvania
and New Jersey),28 but their re-
ports do not provide ethnicity- or
sex-specific information. In addi-
tion, although there have been
attempts at collecting national
data for some AAPI groups (Na-
tional Asian Women’s Health Or-
ganization, unpublished data,
1998), their scope has been lim-
ited, and data have not been col-
lected on tobacco use prevalence
rates for other ethnic groups
such as Laotians, Cambodians,
and Pacific Islanders.9

There is a growing awareness
of the problem of tobacco use
among AAPI girls and women.
A national study conducted by
Appleyard and colleagues29 pro-
vides revealing data on the dra-
matic increases in smoking ob-
served among Asian American
girls (as well as boys) from the
7th through 12th grades. Other

studies have documented high
rates of smoking among Hawai-
ian and Pacific Islander girls.27,30

While it is commonly believed
that second-generation AAPI
girls do not experience the same
social norms that constrain AAPI
immigrant women from smoking,
work conducted by Spigner and
Gran-O’Donnell showed that
AAPI girls still hold a “bad girl”
image of female smokers.31 The
degree to which this image pro-
motes or inhibits smoking initia-
tion among AAPI girls has not
been investigated. 

The challenge of promoting to-
bacco control among AAPIs in
the United States is also com-
pounded by a more global prob-
lem, that of tobacco use in Asia
and the Pacific Islands. According
to estimates of Jha and col-
leagues,32 the highest percent-
ages of smokers 15 years and
older reside in East Asia and the
Pacific. There, the smoking prev-
alence is 34%, with 62% of men
and only 5% of women esti-
mated to be smokers. Because
67% of the AAPI population is
foreign born, tobacco use over-
seas may have a major impact on
use among AAPI groups in the
United States.

Finally, there is only a limited
amount of published research on
the predictors of tobacco use
among AAPI subgroups. Many
more studies are needed if we are
to gain a better understanding of
the continuing problem of tobacco
use in our AAPI communities.

CAPACITY BUILDING,
INCLUSIVENESS, AND
OTHER CHALLENGES

In addition to the dearth of
data on tobacco use among
AAPIs, other challenges create
barriers to addressing tobacco
prevention and control. Robinson
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and colleagues described the low
capacity of AAPIs and other
communities of color to respond
to tobacco use issues, particularly
in terms of resources, infrastruc-
ture development, and focused
leadership on tobacco control.33

Part of this challenge may stem
from the many priorities that
must be addressed by these com-
munities, including other health
issues, economic development,
discrimination, civil rights, and
sovereignty issues. 

Limitations in regard to com-
munity resources and leadership
also relate to the degree to
which AAPIs and other popula-
tions have not been part of the
tobacco control movement. His-
torically, the tobacco control
and public health movements
have not adequately embraced
or addressed tobacco issues
among communities of color
and other priority populations.
Although disparities in tobacco
use are slowly beginning to be
addressed, many such disparities
and inequities are built into our
system. Whether the issue is re-
lated to allocating adequate to-
bacco control resources and
funding to all communities or
whether it involves the way in
which representatives from key
affected communities are in-
cluded (or not included) in the
decisionmaking process, the end
result is the same: the inability
of the tobacco control and pub-
lic health movements to address
elimination of tobacco use
disparities. 

While there have been some
successful local and regional ef-
forts to mobilize and educate
AAPI communities in regard to
tobacco issues, we do not know
the impact, if any, of statewide
programs on reducing tobacco
use among AAPIs. According to
Kershaw,30 the statewide Florida

Tobacco Pilot Program, the first
tobacco prevention program
funded by a tobacco settlement,
seems to have had little impact in
terms of changes in the smoking
status of Florida’s AAPI youth
population. In fact, AAPIs were
the only group in Florida not to
show a significant decline in
youth smoking rates. 

The California Tobacco Con-
trol Program, the largest in the
world, has made some strides in
addressing tobacco issues among
AAPIs, most notably through
funding of statewide ethnic net-
works, competitive grants, and a
statewide media campaign. How-
ever, the success of these efforts
may not be transferable to other
statewide tobacco control pro-
grams, particularly if there is lim-
ited infrastructure and resource
support for local community
projects.

Finally, a major challenge has
been the heavy targeting of
AAPI communities by the to-
bacco industry both in the
United States and overseas.34–36

The presence of such targeting
has been supported by tobacco
industry documents, obtained as
a result of the Minnesota law-
suit, revealing a tailored market-
ing strategy by the industry to
reach the growing AAPI com-
munity with its harmful tobacco
products.37

A COMPREHENSIVE
TOBACCO CONTROL
AGENDA FOR THE AAPI
COMMUNITY 

There are many barriers to to-
bacco control efforts among the
AAPI population, and for more
than a decade AAPI community
leaders have been grappling with
how to successfully address these
challenges. If they are to be ef-
fective, efforts aimed at address-

ing tobacco disparities in diverse
AAPI populations require a com-
prehensive, 4-pronged approach
designed to (1) increase tobacco
prevention and control efforts
within the AAPI community,
where tobacco issues have not
been assigned a high priority;
(2) increase efforts within to-
bacco control organizations, for
which AAPIs have not histori-
cally been a high priority; (3) in-
crease the involvement of policy-
makers, among whom neither
tobacco control nor the AAPI
community has been a high pri-
ority; and (4) increase efforts
against the tobacco industry, for
which AAPIs are, in fact, a high
priority.

Given these challenges, Asian
Pacific Partners for Empower-
ment and Leadership (APPEAL),
a national AAPI social justice
network with a focus on to-
bacco, has established capacity
building, advocacy, and leader-
ship development as priorities in
its tobacco control efforts. AP-
PEAL has developed 2 models
focusing on community leader-
ship and readiness to confront
the multipronged challenges in-
volved in addressing tobacco
disparities in AAPI populations.
The APPEAL Leadership
Model,38 which has been imple-
mented in the AAPI community
and adapted for the Latino com-
munity, has helped to identify
and train community leaders to
implement tobacco prevention
and control activities at the local
level through intensive training
and a yearlong program. 

The APPEAL Stages of Readi-
ness Model39 is a planning and
evaluation tool that can be used
in identifying a community’s
level of readiness to engage in to-
bacco control efforts. This model
recognizes the need to provide
communities that are implement-

ing tobacco control programs
with technical assistance, along
with an appropriate level of train-
ing, in the areas of research and
data collection, infrastructure de-
velopment, and policy. 

FUTURE PRIORITIES:
MOVING TOWARD PARITY

APPEAL has also recently
published a policy framework
for preventing and reducing to-
bacco use in the AAPI commu-
nity.40 One section of this policy
manual documents the history of
tobacco prevention and control
efforts in AAPI populations
across the United States. There
have been many significant local
and national accomplishments in
the area of tobacco control
among AAPIs in the past 5
years, even though overall fund-
ing for community-tailored pro-
grams is lacking.

The APPEAL policy frame-
work includes recommendations
regarding 8 primary areas of to-
bacco prevention and control.
The recommendations are rela-
tively extensive and comprehen-
sive, but 5 key points can be
summarized.

1. Community capacity building
needs to be supported, particu-
larly in the case of AAPI popu-
lations at early stages of readi-
ness, and resources need to be
provided for local and national
efforts.
2. Focused efforts need to be
targeted toward addressing sys-
temic changes in the tobacco
control movement and health
care system that can move us to-
ward achieving parity for AAPIs
and other priority populations. 
3. Tobacco industry tactics need
to be closely monitored, and ef-
forts to counter industry target-
ing require support and re-
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sources, including policy support
for tobacco industry regulation
and a strong international to-
bacco control treaty.
4. Data collection and research
on tobacco use among specific
AAPI groups need to be
expanded.
5. Changing trends and demo-
graphics need to be closely mon-
itored to respond to tobacco is-
sues proactively and effectively,
including a focus on transna-
tional tobacco issues and the in-
creasing tobacco use among
AAPI women.

Whatever the specific recom-
mendation, a shared responsibil-
ity is critical in addressing to-
bacco use among AAPIs and
other communities. We need a
commitment from tobacco con-
trol organizations, health depart-
ments, and health agencies to
provide resources and support to
communities in recognition of
the current and tremendous po-
tential impact of tobacco on
AAPIs and other diverse commu-
nities. The AAPI community
needs to support these tobacco
prevention and control activities
and lead the fight to change so-
cial norms regarding tobacco use.
In addition, policymakers and de-
cisionmakers need to develop
policies and allocate adequate re-
sources to support comprehen-
sive tobacco control efforts and
systemic change.

We must continue to address
the increased rates of tobacco
use among AAPI men as well as
the growing problem among
AAPI girls and women. We also
need to view the tobacco epi-
demic as a global issue and con-
sider the growing tobacco indus-
try influence in Asia, the Pacific,
and developing countries of the
world. Finally, we need to gain
knowledge on AAPI groups for

which tobacco use data are lack-
ing, including Pacific Islanders
who have immigrated to the con-
tinental United States, South
Asians, and newer populations
that can be considered to be part
of the AAPI population, such as
Afghani refugees. 

If we do not invest in a com-
prehensive approach involving
evidence-based tobacco preven-
tion and control efforts among
the diverse AAPI community, we
will continue to face a growing
epidemic that will have tremen-
dous health, economic, and social
consequences for entire popula-
tions of AAPIs and for the over-
all public health of the United
States. We need to move toward
parity in health and toward a to-
bacco-free country.
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The Gender Gap in Heart Disease: 
Lessons From Eastern Europe

| Gerdi Weidner, PhD, and Virginia S. Cain, PhDWhy are men more suscep-
tible to heart disease than
women? Traditional risk fac-
tors cannot explain the gender
gap in coronary heart disease
(CHD) or the rapid increase in
CHD mortality among middle-
aged men in many of the newly
independent states of Eastern
Europe. 

However, Eastern European
men score higher on stress-
related psychosocial factors
than men living in the West.
Comparisons between the
sexes also reveal differences
in psychosocial and behav-
ioral coronary risk factors
favoring women, indicating
that women’s coping with
stressful events may be more
cardioprotective. 

Men’s greater susceptibility
to heart disease, particularly
observable in many Eastern
European countries, poses
unique threats to public health
and points to solutions in the
behavioral and social arena.
(Am J Public Health. 2003;93:
768–770)

DECLINING LIFE
EXPECTANCY IN
EASTERN EUROPE

DURING THE LAST DECADE,
life expectancy has been continu-
ously increasing in the United
States and many Western Euro-
pean countries. By contrast, life
expectancy in many of the newly
independent states of Eastern
Europe has declined during the
same time period. For example,
Notzon et al.,1 who examined
mortality data for women and
men for the years 1990 to 1994,
noted that life expectancy for
Russian men decreased from
63.8 to 57.7 years; for women,
life expectancy decreased from
74.4 to 71.2 years, resulting in
the widest gender gap in mortal-
ity (13.5 years) anywhere in the
industrialized world. 

A more recent World Health
Organization report on healthy
life expectancy (a measure of life
expectancy adjusted for disabil-

ity) confirms that “Russia has
one of the widest sex gaps in
healthy life expectancy in the
world: 66.4 years for women at
birth, but only just 56.1 years
for men.”2(p1688) Furthermore, the
outlook for the future in Eastern
Europe remains bleak, especially
for men: on the basis of data
from the Global Burden of Dis-
ease Report, no change—or a
further decrease—in life expect-
ancy at birth among men of the
“former socialistic economies” of
Europe is expected for 2020. In
contrast, women’s life expect-
ancy is projected to remain un-
changed or to increase in the
same countries between 1990
and 2020.3

The most striking feature of
the health crisis in many Eastern
European countries is that it has
not affected those groups consid-
ered especially vulnerable, such
as children and the elderly, but
instead those of working age,
particularly middle-aged single

men.4 Furthermore, the transi-
tion period has not affected all
countries in the same manner. In-
creasing income inequality ap-
pears to be associated with some
of the differences in health de-
cline between countries: on the
basis of data from Russia,
Ukraine, Bulgaria, the Czech and
Slovak Republics, Hungary, Ro-
mania, and Poland between
1988 and 1996, it was Russia
and Ukraine that had the largest
increase in income inequality;
Poland, the Czech Republic, and
Hungary showed the most mod-
est increase. Interestingly, the de-
cline in health has been most
pronounced in Russia and
Ukraine and least in Poland, the
Czech Republic, and Hungary.5,6 
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The number one cause of the
health decline in Eastern Europe
appears to be a dramatic in-


